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These data provide two groups of patients with similar
aortic injury grades to examine management of TAI in the
endovascular era. The low aortic-related mortality in the
MM group demonstrates that, in patients sustaining TAI
who arrive without hemodynamic instability, it is not nec-
essary to perform immediate operative intervention, allow-
ing for medical management with provisional staged and
well-planned endovascular treatment, rather than immedi-
ate SR. Furthermore, the low aortic-related mortality in
both groups is an attestation to the importance of proper
case selection when considering a patient for SR following
blunt TAI. Nevertheless, as endovascular repair has become
more available, there has been a trend toward a decline in
the proportion of MM patients. These patients require
aggressive critical care, management of their multisystem
injuries, and proactive risk stratification in order to achieve
such aortic-related outcome.
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DrMatthew A. Corriere (Winston-Salem, NC). I would like
to congratulate Drs Durham, Stoner, and colleagues on their
manuscript examining the management of blunt thoracic aorticoutcomes associated with non-operative management in the set-
ting of contemporary critical care and gives us the perspective of a
rural trauma center. I also would like to commend the authors for
studying and reporting outcomes on the patients managed non-
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October 2010890 Durham et aloperatively; this is an extremely important comparison group that
is seldom analyzed in surgical cohort studies of this nature. They
observed a high overall mortality rate (43%) in the medical man-
agement group, although mortality attributed directly to aortic
injury was lower and not different from the group undergoing
surgical repair. I have four questions related to your analysis.
My first question is related to the relative frequencies of open
versus endovascular repair in the surgical management arm. Over
60% of the patients undergoing aortic repair had open surgery.
This ratio is the inverse of most recent reports, where endovascular
repair has predominated. What is your current approach to selec-
tion of repair method, and is the predominance of open repairs in
your group a reflection of injury patterns in your patient popula-
tion physician preference, consultation patterns, or other factors?
Did endovascular repairs predominate over the latter portion of the
study period after the introduction of commercially available prod-
ucts?
You reported transport times as part of your analysis, and my
next question is related to the effect that transport time has on your
patient population and their subsequent long-term outcomes. I
would hypothesize that a more rural delivery setting would entail a
relatively longer time interval between injury and hospital arrival.
Can you comment on how your mean hospital arrival time com-
pares with those observed in more urban trauma systems, and what
effect this has on the population of patients reaching your emer-
gency department? Do longer arrival times translate into a higher
degree of self-selection from the field, with a resultantly higher
percentage of patients managing to survive the longer transport
therefore ultimately destined to be survivors? Or, alternatively, do
increasing transport times just yield patients who are sicker and
further behind in their resuscitation on arrival?
My third question is related to management of patients with
aortic injury who also have a traumatic brain injury. Caring for
patients with this combination of injuries is particularly challenging
because the pre-repair strategies of managing the aortic injury,
beta-blockade, and blood pressure control are often in direct
conflict with conventional management of elevated intracranial
pressure. Interestingly, the single difference observed between the
surgical and medical management arms of your study was the
significantly higher head Abbreviated Injury Scale score in the
medically managed patients. How did brain injuries factor into the
decision to manage them non-operatively, and is the higher mor-
tality in the medical management group therefore a reflection of
selection bias based on brain injury? Is it your opinion that early
endovascular repair in these patients would allow subsequent focus
to concentrate on their brain injuries, and perhaps improve out-
comes by removing the conflicting management of the aortic
injury from the clinical decision making?
Finally, what happened to the patients managed non-operatively
who survived their initial hospitalization? The long-term natural
history of the unrepaired traumatic aortic injury is poorly under-
stood. Can you provide us with any information on these patients’
clinical course following their initial hospitalization? Did any ofthese injuries heal, and how many patients went on to be repaired
electively post-discharge?
I would like to thank the Society for allowing me to discuss
this very interesting manuscript, and congratulate the authors on
an outstanding analysis.
Dr Michael M. McNally. In response to your first question
regarding the higher frequency of open versus endovascular repair
in our study, the greater number of open repairs simply is a
reflection of consultation pattern. Initially, in 2009 when we
started this study, all consultations were directed through the
cardiothoracic surgery service, with the vascular service being
contacted secondhand if needed, which led to a high number of
open repairs. Currently, the trauma surgeons directly consult
vascular surgery with these cases, which has led to an obvious rise in
the number of endovascular repairs, and clearly is reflective in the
latter half of the study.
Transport time and its effect on patient survival is an extremely
important point in our study because of the lack of literature on
this topic in the rural setting. To answer your question, there is a
combination of both higher self-selection as well as a higher
number of sicker, more under-resuscitated patients were studied in
our rural patient population. Obviously, there is a selection bias for
a longer transport selecting out survivors; however, of those sur-
viving long enough to arrive to our tertiary care center, they are
more likely under resuscitated than at an urban center, even
though I do not have any specific objective data to support this
notion. To expand upon this point, our study simply reports
transport time from injury to tertiary care arrival, which averaged
188 minutes in the surgical group and 253 minutes in the
medically-managed group. Comparison with urban centers is dif-
ficult becausemost studies only note time from injury to repair. For
example, the 2007 AAST multicenter prospective study, which
took part in predominately urban settings, described that time
from injury until time to OR for early definitive repair was 10.2
hours. This time period from injury to repair is lacking in our
data set.
As far as aortic injury versus brain injury, that is a great
question, and it is always difficult to answer because of the conflict
in the treatment strategies dealing with elevated intracranial hyper-
tension treatment versus aortic injury treatment. Your question
pertains to early endovascular repair, allowing the treatment team
to concentrate on the brain injury. I think the potential for early
intervention with an endovascular repair very well might allow the
treatment team to then concentrate more fully on the medical
treatment of head and brain injuries, possibly improving outcomes.
The clinical course of the medically-managed group of pa-
tients is something we are going to look at in our future studies. I
do not have information on these patients’ clinical course follow-
ing their initial hospitalization. Our plan, initially right now, is to
bring in this group of patients and get a follow-up CT scan. I think
that really will be the interesting cohort to look at and see the long
term outcomes in this select group.
